Mrs V B, aged 31. Housewife Presented in January 1973 with headaches and typical erythema nodosum on her legs. She had recently lost 6.5 kg in weight, felt nervous and had developed a tremor. Six months earlier she had been involved, though not injured, in the Eltham train disaster. Clinical examination confirmed erythema nodosum (EN) and her chest X-ray showed bilateral hilar lymphadenopathy (BHL). She had the features of thyrotoxicosis, without eye signs and with only minimal thyroid enlargement.
Investigations confirmed the diagnosis of thyrotoxicosis; protein-bound iodine (PBI) 14.7 ,ug/100 ml; effective thyroxine ratio (ETR) 1.48 (0.86-1.06). Supporting the diagnosis of sarcoidosis were a negative Mantoux, a negative throat swab and a normal antistreptolysin titre. Pulmonary function tests showed small lungs (vital capacity 67% predicted) but no defect in gas transfer. Ophthalmic examination negative. Himoglobin 11.7 g/100 ml, ESR 40 mm in the first hour (Westergren), serum calcium 9.0 mg/ 100 ml. Liver function tests and serum proteins normal. Antibody studies negative, including those to thyroid, smooth muscle, parietal cells and nuclei (ANF). Treatment with carbimazole 40 mg daily controlled her thyrotoxicosis rapidly and she regained and even exceeded her original weight (55 kg). She was then maintained on 15 mg daily. Salicylates reduced the discomfort from her erythema nodosum, which gradually disappeared over the next three months, by which time she was feeling very well.
Comment
Four broad categories of thyroid involvement may accompany sarcoidosis:
(1) Granulomata in the thyroid gland with normal thyroid function. These are usually detected at autopsy together with involvement of other organs (Vogt 1949 , Longcope & Freiman 1952 , Branson & Park 1954 .
(2) Hypothyroidismeither massive granulomatous infiltration of the gland without circulating antibodies (Brun et al. 1959 , Black & Buckle 1963 , or chronic thyroiditis with antibodies (Karlish & MacGregor 1970) .
(3) Thyroiditis (without hypothyroidism) (Maycock et al. 1963 , Birchall 1966 ).
(4) Hyperthyroidism. Review of the world literature reveals 14 previously described cases and the features are summarized in Table 1 . The case reported above is typical of this group in which females outnumber males 4:1, 12 have bilateral hilar lymphadenopathy, mostly without lung mottling, and 4 of these have erythema nodosum. Antibodies have been found in 5 of the 9 cases in which they have been sought.
Several writers have discussed the relationship between the two conditions, Karlish (1972) sug. gesting that sarcoid granulomata in the thyroid even if few and scattered may trigger off an immune reaction which can be mild and cause transient hyperthyroidism or focal thyroiditis. It is interesting to note that in 2 of the cases reported by Karlish & MacGregor and in that of Harvier et al. (1950) the hyperthyroidism regressed without treatment. Perhaps many such transient episodes go undiagnosed. Karlish further suggests that if the immune reaction is more severe it may persist after the sarcoidosis has resolved resulting in chronic thyroiditis, and in some cases hypothyroidism later. Selroos & Liewendahl (1972) suggest that massive sarcoid infiltration of the gland leading to hypothyroidism may be avoided by the use of corticosteroids after biopsy verification. The best management of hyperthyroidism associated with sarcoidosis will probably become clearer as more cases are recognized and reported. We hope that this report will further stimulate the search for them. without treatment in my first case, and in another (Leppard & MacGregor 1971) it resolved, after the patient was given 10 mg of prednisone daily for eight months. The presence of sarcoid granulomas in the thyroid may cause hyperthyroidism, chronic thyroiditis or myxcedema, depending on the immune responses. Occasionally the same mechanism is likely to be responsible for adrenal, parathyroid, pancreatic, gonadal and pituitary lesions. Not only antibody reactions, but also cellular immunity is active in sarcoidosis. Perhaps the chronic immune irritation sometimes accounts later for malignant changes. Presented with pain and swelling of the left foot, with more widespread polyarthritis and bone pain within several days. One week later she noticed a painful, tender, red indurated skin rash in discrete areas over the limbs and trunk. She felt generally unwell. Examination showed bone and periarticular tenderness of fingers, wrists, elbows, tibia and feet, in addition to the skin rash. There were no other abnormal physical signs.
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Preliminary investigations showed a normal full blood count with no abnormal peripheral cells. ESR 36 mm in the first hour (Westergren). Bone marrow examination normal. Biochemical and serological tests, protein strip and urinalysis normal. Radiological screening for neoplasia normal. X-rays of hands, feet, elbows and tibie showed multiple radiotranslucent areas (Figs IA, 2A) . Definitive diagnosis was made by the histological changes seen on both bone and skin biopsy. These showed infiltration of both tissues with well differentiated round cells consistent with lymphocytic lymphosarcoma. Treatment and course: Therapy to the skia lesions was started with superficial low dose radiotherapy. Systemic therapy was commenced with oral prednisone 10 mg daily, procarbazine 100 mg for days 1-8, and vincristine 1 mg and cylcophosphamide 1 g i.v. on days I and 8 of a 21-day cycle of treatment. The skin lesions rapidly disappeared accompanied by resolution of the radiological changes (Figs 1 B, 2B) .
Over the last two years the patient has been readmitted for courses of therapy due to recurrence of
